tuberculosis is changing in Great Britain. I am quite certain that thirty years ago, when I first became interested in the subject, tuberculosis of the bronchi was less important than it is at present. I stumps of the bronchi of resected specimens were examined. In these cases it may be assumed that the area through which the surgeon made his section was bronchoscopically normal. No less than 93 per cent, of the 96 cases showed definite evidence of tuberculosis in the walls or in the mucous membrane adjacent to the sectioned bronchus.
(2) In 80 cases of resection by Brompton surgeons in 1948-49 I found that the proportion of cases reported as normal when bronchoscopically examined, but who had evidence of gross bronchial stenosis on microscopic examination was very high.
The pathogenesis of these bronchial lesions has not been finally decided. There appear to be three possibilities.
(1) The implantation of tubercle bacilli into the bronchial mucous membrane. This has been the generally accepted theory and probably does take place. Most cases of bronchial tuberculosis are associated with cavity-containing areas, but Meissner 2 (1945) found no evidence of this in 10 of the 30 cases which he examined, and this was confirmed by Sweaney and Behm (1948) . These workers, however, did observe (1) The condition of the draining bronchus is improved, presumably more adequate drainage of the cavity occurs, the risk of ballooning is less, and the tuberculous material is delivered into the main bronchus more evenly, which appears to cut down the likelihood of bronchogenic spread.
(2) The activity of the recent cavity is reduced with the reduction of the material available for bronchogenic spread.
(3) The reduction of the activity of the disease produces conditions favourable to inspissation in the cavity and adjacent bronchus, and cavity closure is more likely and quicker ; hence the period during which material is available for bronchogenic spread is reduced. On the other hand the more rapid closure of the cavity will tend to produce closure by inspissation rather than fibrotic narrowing of the bronchus immediately adjacent to the cavity, and the amount of material remaining in the inspissated cavity is greater. Bernou, dealing with the fate of cavities, claims that the size of the cavity which is apparent just before its disappearance has a marked effect on the likelihood of its remaining permanently closed, and I think this is correct.
Accordingly streptomycin may be considered to have an effect which is immediately favourable, but leaves a cavity with more potentialities of recurrence. This fits in with our current general opinion?that a cavity of any size, apparently closed by streptomycin, tends to be unstable, and should subsequently be treated by collapse therapy.
The Bronchi in Primary Tuberculosis
The importance of the glandular element in primary tuberculosis, especially in children, has been recognised for many years. But it has usually been considered that tuberculous mediastinal glands produce morbidity mainly (1) (1951) suggests that a nerve directed mechanism is responsible. Many authors have pointed out that the bronchi are dynamic structures and that studies of resected specimens obviously cannot allow for this. The bronchi enlarge and widen on inspiration and undergo the reverse changes on expiration. In asthma there is a marked spasm of the bronchial musculature and oedema of the mucous membrane, both leading to narrowing of the bronchi. Accordingly it would be surprising if the potentialities of this mechanism had no effect if bronchial obstruction is an important factor in tuberculous bronchial, and cavity development.
Weber 19 (1950) claims that he has shown that the bronchial segments are innervated individually, by fibres from the spinal column, but in addition there is a segmental innervation from the peripheral sympathetic ganglia. He . 21 The first is due to locally destructive effects of tuberculosis on the bronchial walls. They explain the second group as the effect of pressure by glands on tuberculous bronchitis which subsequently had quietened down. In the third the tuberculous process has healed. They then discuss the effect of collapse therapy in producing bronchiectasis with the following results :? I have tried in this paper to consider recent work on tuberculosis ?f the bronchi, and its bearing on our ideas of the part which tuberculous disease of the bronchi plays in the pathogenesis and treatment of pulmonary tuberculosis. Much of the work is unconfirmed and may prove to be incorrect, but it is certainly very stimulating.
